OMB NO: 2900-0080
Estimated Burden: 15 min.

\-V&\ Department of Veterans Affairs CLAIM FOR PAYMENT OF COST OF
UNAUTHORIZED MEDICAL SERVICES

The Paperwork Reduction Act of 1995 requiresus to notify you that this information collection is in
accordancavith the clearancaequirement®f section3507 of the PaperworkReductionAct of 1995. We may
not conductor sponsorandyou arenot requiredto responadto, a collection of informationunlessit displaysa
valid OMB number. We anticipatethatthe time expendedy all individuals who mustcompletethis form will
averagel5 minutes. This includesthe time it will taketo readinstructions,gatherthe necessaryacts andfill
out the form.

The information requestedn this form is solicited underauthority of Title 38, United StatesCode,"Veterans
Benefits,"andwill be usedto assistusin determiningyour entitlementto reimbursementor servicesendered.
It will not be usedfor any other purpose. Disclosureis voluntary. However, failure to furnish the
information will resultin our inability to processyour claim. Failure to furnish this information will haveno
adverse effect on any other benefit to which you may be entitled.

PART |
1A. VETERAN’S NAME (Last, first, middle initial) 1B. CLAIM NUMBER 1C. SOCIAL SECURITY NUMBER
C-
1D. VETERAN'S ADDRESS (Include complete ZIP Code)
2A. NAME AND ADDRESS OF PERSON, FIRM OR INSTITUTION MAKING CLAIM (Leave blank if same as above) 2B. SOCIAL SECURITY NO. OR

EMPLOYEE IDENTIFICATION NO.

3. STATEMENT OF CIRCUMSTANCES UNDER WHICH THE SERVICES WERE RENDERED (Include diagnosis, symptoms, whether emergency existed,
and reason VA facilities were not used)

* AN;)UNT CLAMED Attach bills or receipts showing services furnished, dates and chgrges

5. COMPLETE A OR B AS APPROPRIATE

A. Amount charged does not exceed that charged the general public for similar | B. | certify that the amount claimed has been paid and
services. Payment has not been received. reimbursement has not been received.
SIGNATURE AND TITLE OF PROVIDER OF SERVICE AND DATE SIGNATURE OF VETERAN OR REPRESENTATIVE AND DATE
PART Il - FOR VETERANS AFFAIRS USE ONLY
6. ACTION CLAIM MEETS THE REQUIREMENTS OF VA REGULATION
[] APPROVED % [] DISAPPROVED ] 6080 [1 6081
7. SIGNATURE OF CHIEF, MEDICAL ADMINISTRATION SERVICE 8. DATE 9. ADMINISTRATIVE VOUCHER NUMBER

VA FORM
SEP 1992(R) 10-583
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